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Physical Abuse Among Depressed Women

 

Sarah Hudson Scholle, Dr PH, Kathryn M. Rost, PhD, Jacqueline M. Golding, PhD

 

OBJECTIVE: 

 

To provide estimates of physical abuse and use
of health services among depressed women in order to inform
efforts to increase detection and treatment of physical abuse.

 

DESIGN: 

 

Retrospective assessment of abuse and health ser-
vices use over 1 year in a cohort of depressed women.

 

SETTING: 

 

Statewide community sample from Arkansas.

 

PARTICIPANTS

 

: We recruited 303 depressed women through
random-digit-dial screening.

 

MEASUREMENTS AND MAIN RESULTS: 

 

Exposure to physical
abuse based on the Conflict Tactics Scale, multi-informant
estimate of health and mental health services. Over half of
the depressed women (55.2%) reported experiencing physical
abuse as adults, with 14.5% reporting abuse during the study
year. Women abused as adults had significantly more severe
depressive symptoms, more psychiatric comorbidity, and
more physical illnesses than nonabused women. After con-
trolling for sociodemographic and severity-of-illness factors,
recently abused, depressed women were much less likely to
receive outpatient care for mental health problems as com-
pared to other depressed women (odds ratio [OR] 0.3; 

 

p

 

 

 

5

 

.013), though they were more likely to receive health care for
physical problems (OR 5.7, 

 

p

 

 

 

5

 

 .021).

 

CONCLUSIONS: 

 

Because nearly all depressed women experi-
encing abuse sought general medical rather than mental
health care during the year of the study, primary care screen-
ing for physical abuse appears to be a critical link to profes-
sional help for abused, depressed women. Research is needed
to inform primary care guidelines about methods for detect-
ing abuse in depressed women.
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D

 

espite the growing recognition that physical abuse af-
fects physical and mental health,

 

1–4

 

 events of abuse
usually remain unreported by women

 

5–7

 

 and unrecognized
by medical professionals.

 

6,8,9

 

 Community surveys have es-
timated that between 18.1% and 36.4% of women have
been physically abused as adults, with 1-year prevalence
rates ranging between 8.0% and 14.4%.

 

10–13

 

 Physical abuse
is associated with important problems for women’s physi-
cal and mental health. A number of studies have docu-
mented higher rates of depressive disorders and mental

health problems among abused women.

 

13–15

 

 Despite evi-
dence linking depression and physical abuse, surprisingly
little is known about the prevalence of physical abuse
among depressed women.

In addition to its etiologic importance, physical abuse
may play a role in whether depressed women seek treat-
ment for depression. Although physical abuse increases
women’s need for both physical and mental health ser-
vices,

 

2–4

 

 it is often accompanied by other coercive behaviors
that may prevent women from seeking help. Perpetrators of
physical abuse may restrict an abused woman’s contact
with other people, her access to family resources such as
money and transportation,

 

16

 

 or her ability to make inde-
pendent decisions about what she needs.

 

17

 

 Abused women
who visit a physician may not be able to use the encounter
to obtain the help they need. A national survey found that
abused women reported greater unmet health needs, de-
spite their higher levels of health care use.

 

2

 

The purpose of this study was to document the preva-
lence of physical abuse by partners or family members
among a population-based sample of depressed women and
to examine the relation between physical abuse and use of
services for emotional problems. We hypothesized that
abused, depressed women would have more severe physical
and emotional illness when compared with nonabused, de-
pressed women. In addition, we hypothesized that de-
pressed women who were experiencing ongoing abuse would
be less likely to seek treatment for their emotional problems
than women who had experienced abuse in the past
or never.

 

METHODS

Subject Recruitment

 

Data for this report were taken from a study of rural-
urban differences in mental health treatment among a
community-based sample of depressed persons. We com-
pleted the first stage of depression screening via telephone
interviews. The intent of this phone call was explained to
interviewees as, “We want to learn more about the health
care needs of people living in Arkansas.” We sampled
adults aged 18 years and older in 11,078 randomly se-
lected Arkansas households with listed and unlisted tele-
phone numbers, using a stratified sampling design to over-
sample nonmetropolitan counties. Recruitment began in
April 1991 and continued for 16 months. The screened
households represented 70.5% of the 15,721 households
attempted; of the remaining households, 6.5% refused to
participate and 23.5% did not complete the screening in-
terview. Nine percent (

 

n

 

 

 

5

 

 998) of household members
screened positive for substantial symptoms of depression—
face-to-face interviews have shown that our depression
screener has an 89% sensitivity, a 95% specificity, and a
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23% positive predictive value when compared to a “gold
standard,” the Diagnostic Interview Schedule (DIS).

 

18

 

 There
were 713 women in this group. Excluded were 228 be-
reaved, 39 manic, and 10 acutely suicidal women who
were immediately referred to treatment, in addition to 3
subjects who reported no symptoms of depression at the
in-person interview. 

Of the 433 eligible depressed women, 317 (73.2%)
agreed to participate in a 3-hour, face-to-face, baseline in-
terview, which 90.4% of subjects completed within a month
after the telephone interview. Women participants did not
differ significantly from nonparticipants in race, marital
status, income, employment, education, and residence;
however, there were differences in age. Women participants
were younger (mean age 45.9 vs 56.9 years, 

 

p

 

 

 

,

 

 .0001) and
more likely to reside in metropolitan areas (27% vs 16%,

 

p

 

 

 

,

 

 .02) than nonparticipants.
This study was approved by our institutional review

board. Written informed consent was obtained at the
baseline interview. Participants were paid $100 for partici-
pating in the study. Persons who were acutely suicidal at
the screening or baseline interview were referred to the
nearest mental health provider and excluded from the
study. Participants who reported acute suicidal symptoms
in subsequent contacts were immediately referred to treat-
ment and dropped from subsequent waves of the study.
All subjects were extensively debriefed at the end of the
12-month study, educated that their symptoms were part
of a treatable disease, and either referred to their usual
providers or given information on how to obtain services.
Subjects who reported physical abuse within the study pe-
riod were offered information on where to seek help for do-
mestic violence.

 

Data Collection

 

We conducted telephone interviews with 307 (96.8%)
of the original 317 women subjects at 6 months and with
303 (95.6%) at 12 months. The research team collected
and reliably abstracted essentially complete medical, phar-
macy, and insurance records for the year following base-
line on all 303 women. Records were judged to be essen-
tially complete when diagnostic and billing information was
available from either the provider or the insurer (for sub-
jects with insurance).

 

Measures

 

Physical Abuse. 

 

The Conflict Tactics Scale (CTS) was used
at the 12-month interview to measure exposure to physi-
cal abuse.

 

19

 

 The CTS is the most widely used measure of
domestic violence in survey studies.

 

20

 

 Subjects are asked
about a list of actions that a person might experience in a
conflict, from items low in coerciveness (for example, sulk-
ing and/or refusing to talk about an issue) to items high in
coerciveness and aggression (kicking, biting, or hitting with
a fist). Women were asked whether a family member or

someone they knew well, such as a boyfriend, had commit-
ted these actions against them in a conflict. We coded phys-
ical abuse and severe physical abuse using the CTS au-
thors’ methods.

 

19

 

 Severe abuse included choking, burning,
or threatening with a knife or gun, while physical abuse in-
cluded severe abuse items plus other items such as throw-
ing something, pushing, or slapping. Respondents were
asked about their experiences before the age of 16, between
age 16 and the time they entered the study, and during
the study year (between the baseline interview and the
12-month follow-up). The age 16 was used because women
can consent to marriage at 16 years of age in Arkansas.

We categorized women into three mutually exclusive
groups according to the recency of abuse: women who re-
ported abuse in the study year were considered to have
recent abuse, women who were abused as adults but not
in the study year were grouped as previous adult abuse,
and women with no abuse histories as adults were the
third category. We used this coding scheme so that we
could separate women who were experiencing ongoing
abusive situations from women who had previously expe-
rienced abuse in adulthood. We treated childhood abuse
as an independent predictor of abuse in adulthood.

Women who reported physical abuse at any time dur-
ing their lifetime were asked whether they had ever re-
ported such an incident to a doctor, psychiatrist, or other
health or mental health professional.

 

Health Care Utilization. 

 

Health care services were coded as
treating physical or mental health problems by trained rat-
ers who reviewed medical charts and insurance records
during the year following baseline using an explicit proto-
col that attempted to correct for the undercoding of treated
emotional problems (M. Zhang et al. Estimating health care
utilization and charges: a protocol for requesting and ab-
stracting subject records. A copy of this protocol can be ob-
tained by contacting the corresponding author). A visit was
considered to be for a mental health problem if the patient
identified it as such, if a mental health diagnosis was listed
on the insurance claim or medical chart, 

 

or

 

 if notes in the
medical chart indicated that a mental health problem was
addressed (i.e., psychiatric symptoms noted, psychotropic
medication prescribed). All other services were considered
to be for physical health concerns. We calculated subjects’
use of inpatient admissions, emergency department (ED)
visits, general medical provider visits, and mental health
specialist visits for mental health problems. In addition, we
calculated use of inpatient admissions, ED visits, and vis-
its to general medical providers for physical health prob-
lems. Use of psychotropic medications was identified from
pharmacy records and patient report.

 

Social and Demographic Factors. 

 

Sociodemographic fac-
tors were coded based on responses during the baseline in-
terview. Age was used as a continuous variable, race was
identified as minority or white. Education was coded in
three categories (less than high school, high school graduate,
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and any college). Urban residence was coded if the respon-
dent lived in a metropolitan statistical area with all other
locations considered rural. Marital status was dichoto-
mized as married (or living as married) versus not married.
A dichotomous variable was used to indicate whether the
respondent had health insurance coverage. Women who
indicated that they had worked full-time at any point dur-
ing the previous year were considered to be employed.
Household income was adjusted for the number of persons
supported by the income and expressed as the ratio of the
annual income to the poverty level, with higher values indi-
cating higher income.

 

21

 

 Social support was measured at
baseline by the number of persons the subject felt she
could confide in.

 

22

 

Severity of Mental and Physical Health Problems. 

 

Depres-
sive symptoms at baseline were measured using symptom
counts of the nine criteria for major depression measured
by the Inventory to Diagnose Depression scale.

 

23

 

 Because of
its clinical significance, we examined one of the nine crite-
ria, suicidal ideation, separately. Axis I comorbidity was
measured at baseline by the number of lifetime psychiat-
ric diagnoses the subject met criteria for using the Quick
Diagnostic Interview Schedule (QDIS),

 

24

 

 including gener-
alized anxiety disorder, mania, schizophrenia, obsessive-
compulsive disorder, panic disorder, and substance depen-
dence or abuse (including alcohol, marijuana, stimulants,
sedatives, cocaine, heroin/opiates, PCP/psychedelics, and
inhalants). Lifetime posttraumatic stress disorder, as as-
sessed using the QDIS at the 12-month interview, is re-
ported separately here and is not included in the Axis I co-
morbidity measure. The number of drinks of alcohol
consumed on the occasion of the heaviest drinking during
the 12-month period was determined. A separate measure
of illicit drug use during the past year was also coded from
the QDIS. Axis II comorbidity, operationalized as the proba-
bility of personality disorder, was measured by a semistruc-
tured interview, the Iowa Personality Disorder Screen.

 

25

 

Previous hospitalization for mental health problems was
measured by a single item at baseline, which asked sub-
jects whether they had previously been admitted to the hos-
pital for any emotional problems. History of childhood abuse
was coded as yes or no based on reports from the CTS (see
above). Physical comorbidity was measured at baseline by
summing the number of 12 chronic physical problems for
which the subject reported currently receiving treatment.

 

Analysis

 

We weighted the data to represent the age, gender,
educational distribution, and regional distribution of the
state’s population. In the Results section, we present un-
weighted number values and weighted percentages. We
used logistic regression first to identify sociodemographic
characteristics related to physical abuse and subsequently
to investigate how physical abuse was related to the sever-
ity of mental and physical health problems. A similar strat-

egy was used to test the relation between recency of abuse
and health services utilization, where covariates included
potential sociodemographic confounders as well as indica-
tors of severity of illness. Separate analyses were con-
ducted to compare women abused during adulthood with
nonabused women as well as to compare women who expe-
rienced recent abuse with all others. We chose this ap-
proach so that we could examine two different hypotheses
about the relation of abuse history to services use: First,
we hypothesized that abused, depressed women would
have increased need for health services (thus, we needed to
compare women with any adult abuse treatment and those
with none). Second, we hypothesized that women with re-
cent abuse would have decreased access to mental health
services as compared with other depressed women.

 

RESULTS

Subjects in Study

 

The depressed women were on average 45.8 years old
(SD 15.9, range 18–86), 82.9% were white, 57.1% were
high school educated, and 61.6% were currently married.
Subjects had an average of 2.5 physical comorbidities (SD
2.0, range 0–9) and 1.3 other psychiatric comorbidities
(SD 1.4, range 0–8). All subjects met criteria for substan-
tial depressive symptoms at baseline at a cutpoint that
has been shown to be associated with as much functional
impairment as recent major depression or dysthymia.

 

26

 

One in three women (31.8%) met lifetime criteria for major
depression only, 0.7% met lifetime criteria for dysthymia
only, and 48.6% met lifetime criteria for major depression
and dysthymia.

 

Prevalence of Domestic Abuse and 
Associated Factors

 

Physical abuse was common in this community sam-
ple of depressed women (Table 1). One hundred sixty-one
women (55.2%) reported ever experiencing physical abuse
as adults (since age 16). Forty-one women (14.5%) reported
recent abuse, defined as physical abuse occurring during

 

Table 1. Physical Abuse Among Depressed Women

 

Time Period

Depressed Women
Reporting Physical Abuse

Weighted
Percentage

 

*

 

Unweighted
Number

 

Any abuse in adulthood 55.2 161
Recent adult abuse

 

†

 

14.5 41
Previous adult abuse

 

‡

 

40.7 120
Ever as a child 28.5 81
Ever in lifetime 62.5 179

*

 

Percentages do not add up to 100% because groups overlap.

 

†

 

In previous year.

 

‡

 

Since age 16 but not in previous year.
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the course of the yearlong study, and 40.7% reported pre-
vious abuse, defined as physical abuse occurring since age
16 but not during the study year. Among the women with
recent abuse experience, 42.1% reported severe abuse. Of
the depressed women who were physically abused at any
time in their lifetime, only 27.9% had reported the abuse to
a health or mental health professional.

To determine whether demographic characteristics
identified women with recent or previous abuse, we ran
separate regressions, first comparing women with recent
abuse and all others (those with previous abuse and those
with no abuse history) and then comparing women with
any adult abuse (recent or previous) and those with no
adult abuse. Compared with all others, women reporting
recent abuse were less likely to be white (odds ratio [OR]
0.3; 

 

p

 

 

 

5

 

 .002) and insured (OR 0.4; 

 

p

 

 

 

5

 

 .012). Compared
with nonabused women, women abused in adulthood were
younger (OR 0.7; 

 

p

 

 

 

5

 

 .024), but did not differ in other re-
spects including education, rurality, marital status, in-
come, employment, or social support (Table 2). These re-
sults indicated that we needed to control for age, race, and
insurance in subsequent analyses.

Women who reported recent or previous physical
abuse tended to have worse physical and mental health
status than the nonabused group. (Table 3) Recently abused
women had greater odds of illicit drug use (OR 2.7; 

 

p

 

 

 

5

 

.02), Axis II comorbidity (OR 2.3; 

 

p

 

 

 

5

 

 .03), childhood phys-
ical abuse (OR 4.7; 

 

p

 

 

 

5

 

 .0001), and having three or more
chronic physical problems (OR 3.5; 

 

p

 

 

 

5

 

 .002). Compared
with nonabused women, women abused in adulthood had
more depressive symptoms at baseline (OR 1.2; 

 

p

 

 

 

5

 

 .0007)
and were more likely to report suicidal ideation (OR 1.8;

 

p

 

 

 

5

 

 .04). Abused women also were more likely to report
other Axis I comorbidity (OR 1.3; 

 

p

 

 

 

5

 

 .0076), including
lifetime posttraumatic stress disorder (OR 3.5; 

 

p

 

 

 

5

 

 .0002).
They also were more likely to report any Axis II comorbid-

ity (OR 1.7; 

 

p

 

 

 

5

 

 .04), three or more chronic physical co-
morbidities (OR 2.1; 

 

p

 

 

 

5

 

 .009), previous mental health
hospitalization (OR 2.0; 

 

p

 

 

 

5

 

 .05), and childhood physical
abuse (OR 3.2; 

 

p

 

 

 

5

 

 .0002).

 

Health Services Utilization

 

Health services use for physical and mental health
problems was examined in the three groups of women us-
ing regression models controlling for sociodemographic
and severity-of-illness variables (Table 4). Compared with
other depressed women, recently abused depressed women
had five times the odds of receiving services for physical
problems (OR 5.7; 

 

p

 

 

 

5

 

 .021), but only one third the odds of
receiving outpatient care for mental health problems dur-
ing the year following baseline (OR 0.3; 

 

p

 

 

 

5

 

 .013). When
compared with nonabused women, abused women were
less likely to use specialty mental health services (OR 0.4;

 

p

 

 

 

5

 

 .05).

 

DISCUSSION

 

The 55% prevalence of physical abuse in adulthood
reported in this community-based sample of depressed
women is much higher than the 18% to 36% lifetime prev-
alence of physical abuse reported in general population
samples.

 

10–12

 

 It is closer to the 54% abuse prevalence rate
reported by women emergency department patients,

 

6

 

than to the 34% to 39% rate reported by women primary
care patients.

 

5,8,27

 

 In contrast, current physical abuse
does not appear to be more common among these de-
pressed women (14%) than it is in the general population
(8–14%).

 

2,5,8,10,11,13

 

Although the study design does not allow us to as-
certain the direction of the relation, our results suggest

 

Table 2. Demographic Characteristics Among Sample Women, According to Experience of Physical Abuse in Adulthood

 

Characteristics

Abuse During Adulthood Odds Ratio
Recent
Abuse

(

 

n

 

 

 

5

 

 41)

Previous
Abuse

(

 

n

 

 

 

5

 

 120)

No
Abuse

(

 

n

 

 

 

5

 

 142)

Recent Abuse
vs Previous

or No Abuse

Any Adult
Abuse vs
No Abuse

 

White, % 65.1 87.6 84.5 0.3* 0.8
Mean age, years (SD) 43.4 (15.1) 44.9 (14.6) 47.4 (17.0) 0.8 0.7

 

†

 

Years of education, % 1.0 1.0
Less than high school 38.8 42.0 45.1
High school 37.8 32.0 25.1
College or greater 23.4 26.0 29.8

Rural, % 53.9 67.1 66.7 0.6 0.9
Married, % 61.5 60.5 62.6 1.0 0.9
Insured, % 54.5 73.8 75.2 0.4

 

†

 

0.7
Employed, % 32.8 34.1 25.8 1.2 1.5
Mean poverty level (SD) 2.7 (2.0) 2.9 (2.2) 2.7 (1.9) 1.0 1.0
Mean social support (SD) 2.3 (2.8) 3.3 (3.1) 3.3 (3.5) 0.9 1.0

*p

 

 

 

,

 

 .01, based on logistic regression.

 

†

 

p , .05, based on logistic regression.
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that abused depressed women have more severe physical
and mental health problems than nonabused depressed
women. Exposure to physical abuse also appears to create
barriers that limit women’s ability to obtain appropriate
mental health care. Depressed women in ongoing abusive
situations are only one third as likely to obtain mental
health care from either a general medical physician or a
mental health specialist, while they are five times as likely
to seek care for physical problems. This pattern is consis-
tent with other work that suggests abused women may use
services at similar rates to nonabused women but continue
to have multiple unmet needs for care.2 It is also consistent
with the controlling nature of an abusive relationship: men
who batter their wives may allow them to seek care for

physical symptoms as long as they do not disclose infor-
mation that would lead to the detection of the abuse.

Nearly all (93%) of the abused depressed women in
our sample sought general medical care; thus, effective
screening for domestic violence could be an important step
in linking women to help they badly need and will not get
otherwise given their reticence to seek mental health care.
This becomes particularly critical for the 41% of depressed
women abused each year who report severe abuse, such
as choking, beating, or threatening with a gun. The low
rate of detection reported by depressed abused women
provides further support for studies which show that
women do not volunteer information about the problem,5–7

and providers do not inquire about exposure to violence

Table 3. Mental and Physical Health Problems by Experience of Physical Abuse in Adulthood

Measure

Abuse During Adulthood Odds Ratio
Recent
Abuse

(n 5 41)

Previous
Abuse

(n 5 120)

No
Abuse

(n 5 142)

Recent Abuse
vs Previous

or No Abuse

Any Adult
Abuse vs
No Abuse

Mean depressive symptoms at baseline, n (SD) 4.7 (2.6) 4.2 (2.9) 3.0 (2.6) 1.1 1.2*
Suicidal ideation during study year, % 40.2 33.7 22.6 1.4 1.8†

Mean Axis I comorbidity, (SD) 1.5 (1.3) 1.6 (1.6) 1.0 (1.1) 1.1 1.3‡

Mean quantity of alcohol intake at heaviest drinking 
occasion during study year, (SD) 6.2 (13.8) 7.8 (23.9) 3.8 (10.6) 1.0 1.0

Any illicit drug use during study year, % 30.8 16.7 12.1 2.7† 1.6
Any Axis II comorbidity, % 64.1 45.3 36.5 2.3† 1.7†

Three or more chronic physical illnesses,% 63.3 42.5 37.7 3.5‡ 2.1‡

Previous hospitalization for mental health problem, % 24.3 17.5 10.8 2.0 2.0†

History of childhood physical abuse, % 61.0 30.4 16.1 4.7§ 3.2*

*p Values are based on logistic regression controlling for age, race, and insurance: p , .001.
†p , .05.
‡p , .01.
§p , .0001.

Table 4. Health Services Utilization During the Study Year, by Experience of Physical Abuse in Adulthood

Characteristic

Abuse During Adulthood Odds Ratio
Recent
Abuse

(n 5 41)

Previous
Abuse

(n 5 120)

No
Abuse

(n 5 142)

Recent Abuse
vs Previous

or No Abuse

Any Adult
Abuse vs
No Abuse

Received care for physical health problems, %
Any inpatient admission 18.2 12.5 13.7 1.3 1.0
Any emergency visit 30.5 17.7 15.3 1.6 0.9
Any general medical provider visit 93.3 82.6 80.9 9.5* 1.7
Any outpatient visit for physical problems 93.3 84.7 83.5 5.7† 1.4

Received care for mental health problems, %
Any inpatient admission 3.8 3.8 3.1 1.1 0.5
Any general medical provider visit 36.4 51.4 39.0 0.4 1.0
Any mental health specialist visit 13.3 10.5 11.3 0.6 0.4†

Any outpatient visit for mental health problems 46.5 66.1 48.4 0.3† 1.2
Any psychotropic medications 46.5 52.4 41.2 0.9 1.3

*p Values are based on regressions controlling for age, race, insurance, baseline depressive symptoms, suicidal ideation, Axis I comorbidity,
illicit drug use, Axis II comorbidity, physical comorbidity, previous mental health hospitalization, and history of childhood physical abuse; all
other comparisons nonsignificant: p , .01.
†p , .05.
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in effective ways,6,8,9,28–30 despite the encouragement of
professional organizations, consensus panels, and others.
1,31–34 Physicians most commonly attribute failure to detect
physical abuse to women’s unresponsiveness to inquiries
about it as well as to infrequent visits.35 Women’s unre-
sponsiveness to physician’s inquiries may be related to
their fear of further violence, their financial and emotional
inability to leave an abusing partner, and feelings of re-
sponsibility for the violence.34 Clearly, more effective meth-
ods to detect physically abused women during general
medical visits need to be developed, evaluated, and dis-
seminated.36 Simple interventions, such as the inclusion
of screening questions on a health history form, can in-
crease the identification of physical abuse37; however, the
impact of such simple approaches on treatment and out-
comes has not been tested.

Given the prevalence of adult physical abuse among
depressed women, further study is needed to determine
whether the outcomes of care or the effectiveness of widely
recommended treatments for depression are influenced by
previous or current exposure to abuse.

Best care practices should encourage physicians to use
specially tailored interventions for managing the course of
care for depressed abused women, including consistent en-
couragement to take necessary actions to ensure safety.
Unfortunately, current guidelines for depression care do not
address domestic violence.38

Our findings are strengthened by the study’s
community-based sample, the high follow-up rate, and
the extensive procedures we used to obtain a validated
measure of health services use based on patient self-
report and medical record review. However, because abuse
and services use were both assessed retrospectively, recall
bias may have affected the findings. A cohort study with
prospective assessment of these key variables is needed to
confirm our findings. Such a study would also be useful in
untangling the causal relations between abuse and sever-
ity of physical and mental illness, which we were not able
to address in this study. If social desirability bias led to
underreporting of abusive incidents, the odds that re-
cently abused women seek general medical care only for
physical problems may be even greater than we report. In
addition, we acknowledge limitations to the generalizabil-
ity of our findings. Because we recruited our cohort using
a telephone survey, we eliminated approximately 11% of
the state’s residents who were without a household tele-
phone, one fourth of households with telephones that did
not participate in the screening survey, and one third of
eligible persons who screened positive for depression but
refused to participate in the longitudinal study. Although
the response rate is similar or better to that achieved in
other community-based telephone surveys and health ser-
vices studies, our results are less generalizable to very low
income populations (presumably those without telephones)
and older women living in nonurban areas.

In conclusion, because nearly all depressed women ex-
periencing physical abuse sought general medical, rather

than mental health care during the study year, general
medical care screening for physical abuse appears to be a
critical link to professional help for abused, depressed
women. To aid this screening, research is needed to inform
primary care guidelines about methods for increasing de-
tection of abuse in depressed women.
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